Vertebral osteomyelitis is not uncommon but is usually caused by one of a limited number of organisms including staphylococcus, Mycobacterium tuberculosis and Escherichia coli. Group B streptococcal osteomyelitis is uncommon and is normally associated with a contiguous infection (such as skin, lung or urinary tract) or surgery', Additionally, patients often have a chronic disease such as diabetes mellitus or alcoholism. We report a case of vertebral osteomyelitis caused by a group B streptococcus (Streptococcus agalactiae) associated with no apparent primary focus and in an otherwise fit man.
Case report
A 62-year-old West Indian man was admitted from the casualty department where he had presented with a low sharp back pain of 6 weeks duration. The pain was worse with movement and increasing in severity. On the morning of admission he had collapsed at home and temporarily been unable to move his legs. There was no history of trauma or of pulmonary infection and he reported no symptoms of bladder or bowel dysfunction, or of sensory change. There was no relevant past medical or drug history and the patient reported drinking alcohol on an occasional basis.
On examination the patient was pyrexial with a temperature of 37.7°C whilst the pulse and blood pressure were normal. His chest was clear and there were no motor or sensory signs present in the legs or lower trunk. There were no external wounds present and the patient had no clinical signs of alcohol abuse. Initial investigations revealed a raised white cell count of 11.1 x 10 911 (78% neutrophils) and an increased erythrocyte sedimentation rate (ESR) of 71 mm/h. Serum electrophoresis showed a polyclonal "(globulin band and the "(-globulin fraction was increased at 45 gil. Lumbar spine X-rays and computed tomographic scanning (CT scan) of the lumbar vertebrae revealed L3 collapse, narrowing of the L21L3 disc space and a psoas abscess ( Figure 1 ); there was no evidence of cord compression. A needle biopsy at the L21L3 level was performed and histological examination was suggestive of osteomyelitis although no organisms were seen and staining showed no fungi, bacteria or tubercle to be present. However, Streptococcus agalactae (Lancefield group B) grew in a culture of the biopsy material. Other investigations including a biochemical screen, blood glucose and chest X-ray were normal whilst blood culture grew no organisms.
The patient was treated initially with bed rest, analgesia and a surgical brace. Following the microbiological diagnosis of streptococcal osteomyelitis, antibiotic therapy was commenced, initially as intravenous benzylpenicillin (2 MU 4-hourly) and oral erythromycin (500 mg 6-hourly). Shortly after the antibiotics were started, the patient developed temporary right sided weakness of hip and knee flexion, and loss of the right knee reflex; these resolved over a period of one week. After 5 days of antibiotics oral amoxycillin (I g 8-hourly) was substituted for the penicillin; combination therapy was continued for 6 weeks. The patient was discharged 8 weeks after admission with a normal ESR (25 mm/h). The discharge CT scan showed a reduction in the size of the psoas abscess, early signs of fusion between LIIL2 and L21L3 vertebrae, and further destruction of the L2 vertebra.
The patient was followed-up over a period of 9 months during which time his back pain disappeared. He continued to wear a spinal brace and lost no further height. No longterm neurological sequelae were observed. A lumbar spine X-ray at 8 months from presentation confirmed the formation of new bone with healing of the L21L3 collapse. The ESR remained in the normal range throughout follow-up.
Discussion
Beta-haemolytic group B streptococcal osteomyelitis has been rarely reported in adults. Sites of involvement include the toe 2 , frontal sinus", metatarsala'", and greater trochanter", Only one report of vertebral osteomyelitis has been made'. In five of the seven patients discussed in the above case reports the infection was associated with one or more chronic disease including alcoholism' and diabetes mellitus (with peripheral vascular disease and chronic cutaneous ulcersf'". In a review of group B streptococcal infections of bone and other sites occurring in adult males more than three-quarters of the patients had a coexisting chronic conditiorr'; these included the above disorders as well as neurological, respiratory, cardiac, hepatic, and renal disease, and malignancy. A chronic disease state may provide a source of the infection, for example an infected foot ulcer in diabetic patients-", or be associated with immunosuppression.
Our patient had streptococcal vertebral osteomyelitis which was not associated with any chronic disease or obvious source of infection. We initially questioned the bacterial diagnosis owing to the unusual circumstances, however, no other organism was found and the patient responded well to treatment. Group B streptococcal infections are uniformly sensitive to penicillin (or erythromycin) and our patient made an excellent recovery with this treatment.
